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MDM Multidisciplinary meeting 

ICS Integrated Cancer Service 

NEMICS North Eastern Melbourne Integrated Cancer Service 

SMICS Southern Melbourne Integrated Cancer Service 
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HS Health Service 

HIS Health Information Service 
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Key messages  

 
▐ The new synoptic report for pancreatic CT scans adds real value to radiological assessment and 

surgical decision making by facilitating consistent and accurate classification and documentation 
of anatomical resectability in pancreatic cancer. It is also quick and easy to use. 

 
▐ Collecting pancreatic cancer radiology synoptic report data centrally supports statewide 

monitoring of cancer care and promotes research into patient outcomes, potentially reducing 
variations in care 

 
▐ Hospital based radiology information systems (RIS) are the ideal platform for the storage of all 

radiology information including the radiological synoptic report for pancreatic cancer, however 
RIS are neither a uniform software solution nor suitable for housing externally generated 
reporting data. 

 
 

▐ It was identified that 17% of scans presented at MDM for this pilot project were of an inadequate 
quality, to enable a specialist radiologist to perform any form of resectability assessment. 75% of 
these inadequate quality scans were from external providers.  

▐ The proportion of unregistered patients (i.e. patients not previously known to that hospital 

network) presented for MDM review as part of this pilot was found to be 32%. This incidental 

finding means that a significant group of patients will not have their synoptic report 

documented in the electronic medical record at health services or their resectability status noted 

in the MDM summary.  

▐ Data has shown that 59% of imaging presented for radiology review for suspected pancreatic 
cancer originated from external radiology providers. There is a real need for an individual 
process that would consistently allow upload of the synoptic report of these external scans in the 
patient medical record.  
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Executive summary  

The lack of documented and agreed common criteria to define surgical resectability in pancreatic cancer 
is a barrier to determining and comparing appropriate treatment for patients and may in part account for 
the known variations in care.  

The pancreatic cancer resectability project was born out of a discussion by clinicians, on areas of 
deficiency in the data, presented at the Victorian Pancreatic Cancer Summit, in 2017.  

After the summit, in a series of workshops, the importance of patients receiving effective systemic 
therapy was discussed. It was acknowledged that delivering chemotherapy prior to surgery for patients 
with borderline resectable pancreatic ductal adeno carcinoma (PDAC) was a promising new approach. 
Data tabled at the Summit also revealed inconsistencies in the delivery of chemotherapy for patients who 
underwent surgical resection. 

A subsequent statewide audit to further investigate these findings confirmed that inconsistencies also 
existed in the classification of borderline resectable (BR) disease. Noting these important findings, 
clinicians agreed that a clear and consistent method to identify patients with borderline disease was 
needed to guide treatment sequencing appropriately and consistently. Discussion followed regarding the 
need to adopt a common set of guidelines to assess disease status, in particular surgical resectability in 
non-metastatic PDAC. 

In response to the variation in care identified, two Integrated Cancer Services (ICS) SMICS and 
NEMICS, partnered to propose a project that would gather interested clinicians to agree a common set of 
governing guidelines and then lead a facilitated co-design process to create a synoptic radiological report 
template, testing its applicability in the clinical environment. 

Four project aims were identified 

1. Agreeing and adopting a common statewide definition of resectability to ensure consistent 
management of PDAC patients in Victoria. 

2. Designing a new radiological synoptic report based on the agreed set of guidelines. 

3. Piloting the new tool in two health service Hepatopancreatobiliary Multidisciplinary Meetings (HPB 
MDMs) to test the new tool, and  

4. Documenting the resectability status on MDM outcome record and saving it along with the synoptic 
report to the medical record. 

A Project Steering Committee and Working Group representing pancreatic surgery centres across the 
state was established. The Working Group agreed use of the ‘International consensus on definition and 
criteria of borderline resectable pancreatic ductal carcinoma 2017’and these guidelines were 
unanimously accepted. However, the need to embed this into clinical practice remained.  

A co-design approach was used to develop a structured or ‘synoptic’ reporting template to characterise 
anatomical resectability in pancreatic cancer. Working Group members, including radiologists, surgeons 
and medical oncologists, were involved in the clinical consultation to determine both the structure and 
requirements of a suitable reporting template.   

The radiological synoptic report template contained sections for demographic details, mass 
characteristics, arterial and venous evaluation, and a conclusion and resectability status.  

The Working Group members agreed that a research database, known as REDCap (Research 
Electronic Data Capture), could be used to capture the radiological data and provide a readily available 
and accessible online platform for the development of the report.    

A draft version of the document was tabled with the Working Group and reviewed field by field. 
A prototype was subsequently tested on several patient cases at two pilot sites to provide 
further granular detail. The final template was accepted by the Working Group and tabled with the 
Directors of Radiology at both sites, ready for testing in a clinical pilot environment.  

The International Guidelines 2017 classify anatomical resectability in pancreatic cancer using the 
following terms. This classification was applied to the new synoptic report.  
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▪ Resectable (R)  

▪ Borderline resectable – venous involvement (BR-PV) 

▪ Borderline resectable – arterial involvement (BR-A) 

▪ Unresectable – locally advanced (UR-LA) 

▪ Unresectable – metastatic (UR-M) 

Early in the consultation, radiologists identified the need to ensure the reporting process developed was 
compatible for both internally and externally acquired imaging. It was recognised that externally acquired 
imaging forms a significant proportion of the overall number of CT images presented for radiological 
review in the setting of suspected pancreatic cancer and that the imaging did not follow the conventional 
radiological information pathway.  Internally acquired hospital imaging, on the other hand, is standardly 
reported through in-house radiology information systems (RIS). As a result, it was deemed necessary to 
also produce the structured reporting template in a custom template format for use in the RIS 
environment.  

Initial testing identified that the report required further refining to include dedicated fields to assist 
radiologists in determining the appropriateness of the imaging presented, and its suitability for use in the 
assessment of disease resectability.  

In cases where the imaging presented for review was of a suitable standard, a full synoptic report could 
be completed. In cases where poor quality imaging was submitted, however, only a partial radiology 
report was issued. The partial report outlined the inadequacy of the imaging with reference to its 
appropriateness for use in assessing pancreatic and surrounding vessel anatomy. 

The pilot project, conducted at Alfred Health and Austin Health, required radiologists assigned to HPB 
MDMs to review CT imaging presented for patients listed for discussion with suspected pancreatic 
cancer. Radiologists used the synoptic reporting tool to assess the CT images and uploaded their report 
to the medical record. Then, at the MDM, radiologists presented their findings and stated their concluding 
anatomical resectability status. The HPB MDM scribes were then asked to record these findings on the 
MDM outcome summary and uploaded this to the medical record. 

The radiological synoptic report generated for internal scans in RIS is automatically uploaded to the 
patient electronic medical record (EMR) once completed. Upload of external synoptic reports presented 
more of a challenge.  

As the REDCap reports are created on an external database, navigating secure health service firewalls 
to send and receive reports for upload to the EMR required individual solutions to be identified. 

The participating clinicians, on both the Working and Steering Groups, recognised the opportunity of 
collecting data centrally and using this to monitor variation in care.  It was also recognised that central 
collection would allow standardisation of the data. 

The Upper Gastrointestinal Cancer Registry (UGICR) is a clinical quality registry, previously developed 
to monitor and report on quality-of-care information on patients diagnosed with UGI cancers.  The 
Working Group recommended exploring the UGICR as a data warehouse for the pilot as it 
already collected data on pancreatic cancer resectability at pancreatic surgery sites nationally.  Most 
importantly, the registry also collected data in REDCap.  

A partnership between the resectability project and the UGICR was established. The partnership was 
seen as mutually beneficial as the project data would add value to the registry by providing reliable 
pancreatic cancer resectability data for future research and analysis, which is often reliant on the use of 
retrospective data. Simultaneously the registry would provide the secure REDCap platform, on which to 
build and collect the project data, leveraging existing governance and security frameworks. 
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Findings 

To monitor uptake of the guidelines and measure progress in the clinical setting, data was collected as 
four distinct project measurables: 

Project measure 1 | Radiology report completed 

A total of 95 radiological resectability synoptic reports were completed by radiologists at the two pilot 
sites. 

Project measure 2 | Resectability status determined  

Overall, 83% of CTs presented for MDM review as part of the pilot study, were of an appropriate 
quality to support resectability assessment and therefore had a resectability status determined.  

Project measure 3 | Resectability status documented in MDM summary and uploaded to EMR  

Overall, 80% of patients eligible for inclusion in this measure (those registered at the health service) 
had a record of their resectability status documented in their MDM summary and uploaded to the 
EMR. 

Project measure 4 | Radiology report uploaded to the EMR  

Overall, 82% of registered patients in the pilot project had a copy of their radiology synoptic report 
uploaded and available for view on the hospital EMR. 

 

Additionally, the data showed that overall, 59% of scans presented for radiology review for suspected 
pancreatic cancer originated from external providers highlighting the need to ensure a process exists for 
both imaging sources.  

Importantly 17% of scans presented overall were of an inadequate quality to enable a specialist 
radiologist to perform any resectability assessment for the purposes of developing a multidisciplinary 
treatment plan. A further 25% of scans were of suboptimal quality, but at least of sufficient radiological 
detail to allow classification of the resectability status.  

Overall, it was found that synoptic reporting facilitates both the classification and documentation of 
resectability in suspected pancreatic cancer. Synoptic reporting clearly needs to be compatible for both 
internal and external CTs and should support the upload of the completed reports to the hospital EMR.  

Feedback received from clinicians surveyed regarding the pancreatic resectability pilot project showed 
that the reporting process implemented was received favourably by the radiologists and HPB MDM 
clinicians who took part. The project also clearly demonstrated that poor quality imaging hinders the 
ability to assess pancreatic resectability. 

Recommendations  

1. The new pancreatic cancer radiological synoptic report offers a quick, consistent and 
accurate way of classifying and documenting anatomical resectability in pancreatic 
patients. Post pilot clinician feedback confirms it is a valuable and useful tool for 
radiological assessment and surgical decision-making. It is recommended this report be 
implemented in all Victorian HPB MDMs that perform treatment planning for pancreatic 
cancer patients. 

2. As synoptic reporting of pancreas CTs is a specialised skill, it should be carried out by 

experienced radiologists who review a high volume of pancreatic cancer imaging. It is 

recommended that the synoptic reporting tool be made available specifically to HPB 

MDMs responsible for treatment planning of pancreatic cancer patients. 
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3. Data from the new radiological synoptic report should be centrally collected and 
housed in REDCap (Research Electronic Data Capture) using the existing UGICR (UGI 
Cancer Registry) database to support statewide outcome monitoring to reduce 
variation in care, until such a time as the Victorian Cancer Registry (VCR) can perform 
this function. 

4. Reporting of internally generated CTs should be completed on a RIS template, where 

available, to ensure the report is directly uploaded to the health service EMR. 

5. Reviews of externally generated CTs for MDM will require a separate housing platform 
as these reports are currently not stored in RIS. 

6. Patients should be registered with the Health Service prior to MDM discussion to 
enable upload of all clinical documents, such as synoptic reports and MDM summaries 
to the EMR. 

7. MDM reviews of externally generated CTs that are documented using the new synoptic 
report, should be uploaded to the medical record with the MDM summary 
documentation. 

8. Clear guidelines are needed to support radiologists when issuing a review report for 
MDM treatment planning purposes on a CT scan that was requested by, and 
completed for, another provider. 

9. To allow completion of the synoptic report, specialist radiologists should be given 
sufficient notice prior to the MDM to review pancreatic CT imaging. 

10. RANZCR (Royal Australian and New Zealand College of Radiology) endorsement of 
the pancreatic resectability synoptic report template should be pursued. 

11. A wider roll out of synoptic reporting using the REDCap platform would require 
individual assessment of hospital IT capabilities to fully implement, as not all HS have 
uniform IT capabilities to allow direct send and upload of REDCap reports to EMR. 

 

12. Any further expansion of the pancreatic resectability synoptic reporting project should 

be managed with a central oversight model and with the use of previously developed 

tools to ensure consistency.  

 

 

 

 

 

  



 

Piloting a new Radiological Synoptic Report for Classifying and Documenting Resectability in Pancreatic Cancer  | 8 
 

OFFICIAL 

Background 

Aims 

▪ Improve patient outcomes by agreeing a common standard statewide definition for resectability for 
pancreatic ductal adenocarcinoma, in this way ensuring consistent management of pancreatic 
cancer patients. 

▪ Introduce a standard structured radiological reporting template across health services to enable a 
consistent presentation of resectability status at multidisciplinary meetings (MDM). 

Objectives 

▪ Engage key stakeholders and document agreement to a single statewide definition of resectability by 
1 July 2020. 

▪ Develop and test a standard structured radiological reporting template across two health services by 
1 October 2021. 

▪ Run a pilot of the developed structured reporting template in SMICS and NEMICS health services, 
(Alfred Health and Austin Health sites) from October 2020 to 30 September 2021. 

▪ Evaluate pilot findings and disseminate to relevant stakeholders including the Department of Health 
by December 2021. 

Governance, engagement, and communication 

The work on the pancreatic cancer resectability project was undertaken by two Integrated Cancer 
Services, part of Victoria's cancer services improvement network made up of nine centres in the state. 
The role of these services is to build relationships between healthcare providers and other cancer care 
stakeholders to develop, implement and evaluate initiatives that improve the way Victoria’s health 
services provide care and support. 

The project was led by SMICS in partnership with NEMICS. 

From the very beginning, the Project Team focussed on wide clinical engagement, communication, and 
collaboration with key stakeholders.  

The Project Team also established a structured governance framework at the start of the project.  

A Steering Group was established to maintain oversight of the initiative, with regular meetings held and 
formal updates provided during the length of the project cycle.  

A Working Group consisting of interested radiologists, surgeons and medical oncologists representing 
key surgical pancreatic centres in the state, was similarly established to enable open discussion among 
disciplines in relation to the adoption of a common set of guidelines and development of a synoptic 
report. The project team also kept in regular contact with the two principal investigators at the two 
participating health service sites.  For the full membership of the two groups, list of meetings held, and 
written updates presented please refer to Appendix A. 

Initial engagement and consultation included meetings with the Chair of the Pancreatic Tumour Summit 
2017. It was as part of the Working Group meetings during the 2017 summit that the need for a 
standardised definition for surgical resectability was identified as a critical need to improve treatment of 
pancreatic cancer. 

The Project team also met and consulted with MDM Chairs of the HPB meetings at nominated pilot sites, 
the Directors of Radiology Departments at Alfred Health and Austin Health, together with relevant 
radiologists, surgeons and medical oncologists. 

Other engagement included the Department of Health, the SMICS Governance Committee, the 
Abdominal Radiology Group Australia and New Zealand (ARGANZ), The Australasian Gastro-Intestinal 
Trials Group (AGITG), Australia and New Zealand Hepatic, Pancreatic and Biliary Association 
(ANZHPBA), and the Upper Gastrointestinal Cancer Registry (UGICR). A representative of the Purple 
Registry was included in the Working Group, and meetings were held with the Victorian Cancer Registry 
(VCR). 
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The Project Team also engaged with the broader pancreatic community. A dedicated project newsletter 
was developed, outlining the project aims and progress, and was regularly shared with over 90 clinicians 
in the state. 

Other initiatives included the production of a dedicated video presentation, found at 
https://www.youtube.com/watch?v=g-QuDQzfqGY featured as part of the SMICS Annual Forum in 2020, 
which was attended by clinicians and project managers from across the cancer sector. 

Three separate presentations were also produced for the Clinical Oncology Society of Australia, COSA 
2021 meeting, showcasing the results at the two pilot sites. 

The Project Team engaged with the two pilot site radiologist teams through dedicated presentations and 
training sessions. It also produced a training manual for use of the REDCap synoptic report located at 
the UGICR registry for both radiologists and surgeons.  

Methodology 

The pancreatic cancer resectability project was born out of a discussion by clinicians, on areas of 
deficiency in the statewide data, at the Victorian Pancreatic Cancer Summit, in 2017.  

In a series of workshops, held after the summit, the importance of patients receiving effective systemic 
therapy was discussed. Despite treatment with curative intent, 23% of patients undergoing surgical 
resection for pancreatic cancer never received adjuvant systemic therapy. This was seen as a clinically 
significant deficiency and measures to improve the rate of systemic therapy delivered were discussed. It 
was acknowledged that delivering chemotherapy prior to surgery for patients with borderline resectable 
pancreatic ductal adenocarcinoma (PDAC) was a promising new approach.  

However, a statewide audit confirmed inconsistencies in the classification of borderline resectable (BR) 
disease. 

Therefore, the adoption of a common set of guidelines to clearly define what constitutes borderline 
resectable disease was identified as an important step in addressing this inconsistency. 

In late 2018, SMICS in partnership with the NEMICS prioritised this variation in pancreatic cancer care 
as part of their work in the Pancreatic Cancer Optimal Care Pathway Implementation. 

This methodology describes the pilot study, which aimed to agree a common standard statewide 
definition for resectability, and to subsequently develop a standard structured radiological reporting 
template to enable a consistent presentation of the radiological anatomical resectability status for 
pancreatic patients at MDM.  

Before undertaking the study, the Project Team made the following assumptions regarding the pilot: 

What was in scope What was out of scope 

▪ The project would bring about agreement on the adoption of a single 
common radiological definition of pancreatic resectability, that is anatomical. 

▪ The project would produce a surgically focussed synoptic radiological report 
that would assist surgeons to develop a treatment plan at MDM. 

▪ All CTs (internally and externally acquired) presented for suspected 
pancreatic cancer review would be considered. 

▪ The synoptic tool would be used specifically to report scans (both internal, 
unreported and external previously reported scans originating outside the 
health service) in alignment with an agreed definition of resectability status, 
for the purposes of the MDM meeting; Scans not available prior to the MDM 
for reporting, would still be included as this reflected real world processes. 

▪ The pilot would be contained to two sites. 

▪ The pilot would implement and test the newly developed synoptic report.  

▪ The synoptic report’s resectability finding would be tabled in the MDM 
summary report; and the report itself would have to be saved to the medical 
record. 

▪ MRI or other imaging. 

▪ what the surgeons 
chose to do with the 
content provided in the 
synoptic report.  

▪ comparison of existing 
resectability 
guidelines, and the 
subsequent creation of 
a ‘new’ version. 

 

https://www.youtube.com/watch?v=g-QuDQzfqGY
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▪ Broader clinical engagement would be sought despite it being a 
predominantly radiological project. 

Two health services participated in the pilot, which commenced in October 2020 and ended on 
September 30, 2021.  

▪ Alfred Health located in the SMICS catchment, and 

▪ Austin Health located in the NEMICS catchment. 

Each of these health services hosted a dedicated Hepatopancreatobiliary (HPB) multidisciplinary 
meeting (MDM) that discussed pancreatic cancer cases, held each week.  

The overall study contained two key phases, as summarised below. 

Pilot Study Phase 1 

1. Initiate stakeholder consultation. Document Project Plan. 

2. Engage and convene Steering Committee to oversee project delivery and agree plan. 

3. Form Working Group to review existing guidelines and engage the wider clinical sector. 

4. Review feedback and define agreed criteria. 

5. Document and communicate an agreed definition to sector. 

6. Develop standard structured radiological reporting template for use with PPCT (Pancreatic 
Protocol CT). 

7. Identify processes for the completion of the synoptic report at health service sites to enable 
documentation of a completed synoptic report in the medical record. 

8. Identify processes for the annotation of the anatomical resectability status in the MDM meeting 
summary notes and ensure this is documented in the patient’s medical record. 

Pilot Study Phase 2 

1. Pilot newly developed structured radiological reporting template (built using an agreed definition) 
in two metropolitan, key pancreatic health services. 

2. Disseminate results and monitor uptake. 

3. Report to the Project Steering Committee and Working Group. 

4. Produce a summary report of the study. 

Arriving at the agreement to use the International Guidelines  

The 2017 Pancreatic Summit identified that there was a clear lack of a locally accepted common 
definition of borderline resectable disease for pancreatic cancer in Victoria, despite the existence of 
international guidelines that documented how to define resectability in pancreatic disease.  

To ensure collective input to address this problem, the Project Team approached clinicians from the 
surgical, radiology and medical oncology disciplines to participate in key discussions, to gain input and 
perspectives. 

A Working Group was established with representation from SMICS and NEMICS catchments as well as 
a third, metropolitan based Western and Central Melbourne Integrated Cancer Service (WCMICS), that 
similarly performs high volume pancreatic surgery. Two regional areas, Geelong and Ballarat were also 
invited to become members. Overall, the Working Group included 5 surgeons, 7 radiologists and 2 
oncologists, who also represented the Upper Gastrointestinal Cancer Registry (UGICR) and Abdominal 
Radiology Group of Australia and New Zealand (ARGANZ). 
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It was noted that a number of guidelines already existed, for example the International consensus on 
definition and criteria of borderline resectable pancreatic ductal carcinoma 2017 guidelines, the AGITG 
Pancreatic Cancer Surgical Guidelines 2015, and the National Comprehensive Cancer Network (NCCN) 
Clinical Practice Guidelines in Oncology, Pancreatic Adenocarcinoma, which determine operability, and 
are used by the radiologists as a guide for reporting.   

Overall, the approaches varied and were not consistent. And although the topic of what constitutes 
borderline cases had been raised in the past, no Australian standard was widely adopted. During the 
course of meetings, it was also noted, that the group did not set out to replace any existing agreed 
guidelines but rather wanted to adopt a set of existent guidelines. 

The Working Group agreed that the purpose of the project was to ensure consistent radiological 
reporting of the anatomy of pancreatic cancer. The group also noted the importance of using the same 
terminology to collect data. 

Following group discussion, it was noted that the most appropriate guidelines for consideration were the 
‘International consensus on definition and criteria of borderline resectable pancreatic ductal 
carcinoma 2017’ guidelines. They were in existence, followed a robust process, and were recent. They 
also included the extensive views of groups around the world and incorporated the NCCN guidelines.  

It was acknowledged however that the International Guidelines went beyond radiological parameters, 
and as this project would focus on the radiological definition only, neither the biological nor the 
conditional definition would be part of the scope of this project. 

At a meeting on 7 May 2020, the group unanimously agreed to adopt the ‘International consensus on 
definition and criteria of borderline resectable pancreatic ductal carcinoma 2017 guidelines to classify 
resectability in non-metastatic pancreatic ductal carcinoma (PDAC)’, for use in Pancreatic Protocol CT 
(PPCT) reporting in Victorian health services, to ensure pancreatic cancer resectability status was 
appropriately and consistently classified to ensure appropriate patient management.  

It was recognised that this project offered the unique possibility of introducing a statewide approach to 
classifying and documenting resectability from an agreed, common radiological criteria, that would 
facilitate a reduction in the variation in care, and this as a milestone could be seen as a world first in 
pancreatic cancer.  

The development of the synoptic report, a co-design process among various disciplines  

The benefit of a consistent way of describing a pancreatic CT scan is established in literature as a vital 
element of good patient care. 

“…structured radiology reports offer unique opportunities to improve the quality of 

a radiology report. By using standardised terminology, structured reports enhance 
clarity and improve communication of radiological findings.” p72 It was also 

demonstrated that “…surgeons were more confident about tumour resectability 
using structured reports compared to nonstructured reports” p69 

To improve patient care, it is imperative for the reports to be timely and accurate 
and to answer the clinical question. For a health-care system, these may be the 
most important, readily available metrics by which the value of radiology service 

could be measured. p66 

Checklist style reports can reduce diagnostic errors…  Positively impacts research 

in radiology by facilitating data mining. p68” 

Source: Structured Reporting in Radiology, © 2018 The Association of University Radiologists. 

The Project Working Group sought to use the agreed set of ‘International consensus on definition and 
criteria of borderline resectable pancreatic ductal carcinoma 2017’ and the National Comprehensive 
Cancer Network (NCCN) guidelines 2016 (Isaji et al, 2018; NHMRC et al, 2018), to build a radiological 
synoptic reporting template to be used by radiologists for the purpose of describing a pancreatic protocol 
CT scan for discussion at MDM. 
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The Group agreed that a REDCap research database developed by Vanderbilt University (Nashville, 
Tennessee, USA) for not-for-profit organisations and researchers to capture data would provide a readily 
available and accessible tool for the development of the report.  

The raw report fields were developed by the radiologists participating in the group, in consultation with 
their surgeon and medical oncologist colleagues. The draft document was then tabled, reviewed by the 
group, field by field, and the document further refined. The prototype was then tested on several 
suspected pancreatic cancer patient CTs at both pilot sites to provide further granular detail. The final 
template was accepted by the Working Group and tabled with the Directors of Radiology at both pilot 
sites, ready for testing in a clinical pilot environment. 

The radiological synoptic report template was made up of the following sections: 

1. Basic Details 

2. Mass Characteristics*- sourced from the NCCN guidelines 

3. Arterial Evaluation 

4. Venous Evaluation 

5. Conclusion and Resectability status. 

A snapshot of the report is given in the image below. For a copy of the full report please refer to Appendix B. 

 

The radiological synoptic report collected around 60 discrete fields of data that described in detail the 
pancreatic cancer mass characteristics, blood vessel involvement and determined the extent of any 
disease spread (metastases). Despite the number of fields, it took on average only 6 minutes to 
complete. 

The International Guidelines 2017 classify anatomical resectability using the following terms. This 
classification was applied to the new synoptic report. 

▪ Resectable (R) 

▪ Borderline resectable – venous involvement (BR-PV) 

▪ Borderline resectable – arterial involvement (BR-A) 

▪ Unresectable – locally advanced (UR-LA) 

▪ Unresectable – metastatic (UR-M) 
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After further testing of patient CTs, the pilot leads at both sites determined that more fields were required 
to support the assessment of image quality. Dedicated data fields were agreed, then added and 
collected to help determine if the actual scan met the required standard for “appropriate pancreatic 
staging imaging protocol”, and if the image was of an adequate quality to allow the radiologist to proceed 
with the assessment of resectability. This data would also allow the Project Team to assess the number 
of inadequate CT scans at the end of the pilot. 

Please refer to the image below, showing fields that helped determine if an image was of appropriate quality and if the 
radiologist should continue with the assessment. 

 

It was noted from the very beginning of the project, that the choice of REDCap as a key data holding 
instrument, allowed the development of a background logic calculation that could be built into the report, 
using the data entered by the radiologist directly into the database, to provide an automated resectability 
status result. 

Given the report was built using the assumptions contained in the International Guidelines 2017, and the 
guidelines contained some ‘grey areas’ open to interpretation, the automated calculation reached an 
overall 88% matching rate between the radiologist manual assessment and the logic. Radiologists had 
benefitted from comparing their manual assessment with the logic produced result and were generally 
satisfied with the added functionality of the report. 

It must be noted that the logic component did not at any stage replace the manual assessment of a CT 
scan by the radiologist.  

Below is an extract from the synoptic report template in REDCap, showing the anatomical resectability field completed by 
a radiologist during the assessment with the logic calculated field below, both based on the International Guidelines. 
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The Project Team also added the “International consensus of classification of BR PDAC based on 
anatomical definition using CT imaging including coronal and sagittal sections” table of definitions to the 
end of the synoptic radiological report template located in REDCap. This provided a quick reference for 
radiologists less familiar with the status classification. 

Please refer to the image below 

 
 

Upon completion of the build of the master radiological synoptic report in REDCap, the Project Team 
focussed its attention on developing a solution that would enable data collection for CT scans that: 
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▪ originated from outside a hospital (external), versus 

▪ those that originated from within the hospital (internal). 

Two sources of CT scans, two synoptic report templates and the issue of re-reporting 

In fact, the existence of two sources of CT scans, that would be tabled and discussed at the pilot site 
MDMs created a unique challenge for the project from the start.  

Although the discussion and radiological interpretation of outside scans for the purposes of MDM is a 
standard practice, the Project Team had to ensure that scans originating from internal and external 
sources were equally documented in MDM notes, and a copy of the completed synoptic report was 
saved to the local medical record in both instances. 

Internal CT scans 

CTs for MDM meeting review that originated from an internal imaging source would be usually reported 
in a local Radiology Information System (RIS), part of the Picture Archiving and Communication System 
(PACS) imaging depository, located in a hospital radiology department. As any internal image is 
automatically directly reported in RIS, the synoptic report could be presented by the radiologist at MDM 
and automatically saved to the electronic medical record.  

The new radiological synoptic report master developed in REDCap was thus converted into a word 
format to enable it to be uploaded onto RIS for PPCT reporting.  

The fields were kept the same, however the structured formatting offered by the REDCap template was 
largely lost. The RIS platform also did not allow for the insertion of a background logic mechanism, thus 
any internally generated scans assessed in RIS would be completed manually only. 

Although all hospitals have access to a RIS system of some sort, these differ in versions and feature 
capability, thus it could not be assumed that both pilot sites could easily translate the master template 
created in REDCap into their local RIS. This presented the first challenge. 

External CT scans 

The second, more complex challenge lay in the fact that many scans were routinely taken outside the 
hospital.  

As generic CT reports are variable and the MDM process enables a re-review of these pancreatic 
protocol images by HPB specialist radiologists, the review of these externally produced scans is 
commonplace, however up until the point of the pilot, this review was not based on any agreed 
standardised criteria, and radiologists did not use synoptic or structured reporting to describe the 
anatomy of the disease. The reports were verbal.  

“Studies show that the use of nonstructured reports using narrative 

language may serve as an obstacle to optimal patient care. Excessive 
variability in language, length, and style can minimize report clarity, making 
it difficult for referring physicians to identify key information needed for 

patient care. p66” 

Source:  Structured Reporting in Radiology, © 2018 The Association of University Radiologists. 

As there was no formal written report produced to describe the externally generated CT image, there 
was no need to save it anywhere. 

Upon closer examination of externally generated scans being described using the new synoptic 
template, a level of sensitivity also arose around the medico-legal implications of ‘re-reporting’ of these 
scans.  

However, upon consultation with the Royal Australian & New Zealand College of Radiology (RANZCR), 
and a participating health service, it was agreed that the practice of re-review was not considered new, 
rather the new radiological synoptic report would allow a more systemic way of describing, and 
documenting the radiological detail by a specialist radiologist, in this way assisting with treatment 
decisions at multidisciplinary team meetings (MDMs).  
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As externally generated scans had to be reported in REDCap, the Project Team needed to find a host 
location for the REDCap database that was both secure and would meet the requirements of the ethics 
approval process, as patient data was being collected outside the hospital medical record system, as 
REDCap is a web-based tool. 

Most health services host their own REDCap databases for research purposes; however, this option was 
soon dismissed as variations between hospital versions exist, and using this approach, the data would 
be collected locally only. An ethics approval process would also have to be explored. 

The Project Team and the wider group also approached the existing state-wide Upper GI Cancer 
Registry (UGICR), hosted by Monash University.  

The UGICR had experience in creating data collection instruments using REDCap, and Monash 
University, which hosted the registry had the required infrastructure to ensure secure storage of data. It 
also had the ethics and governance framework with key pancreatic health centres across the state that 
would support the build for the purposes of the project. 

Importantly, the project itself also aligned closely with registry’s aims of improving quality of care.  
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In summary, the following data collection process was agreed: 

 

REDCap data capture, the UGI Cancer Registry and ethics 

The Working Group clearly identified REDCap as their preferred mechanism for building and hosting the 
new radiological synoptic report. 

REDCap was a secure web database application that did not require health services to install new 
software.  

The REDCap solution also provided easy access for clinicians. Radiologists would be provided with a 
unique login and password to access and enter information into the pilot REDCap database, and 
surgeons involved would similarly be granted access, to enable them to read the completed reports in 
read-only mode, if needed. 

A partnership with the UGI Cancer Registry 

The Upper Gastrointestinal Cancer Registry (UGICR), a clinical quality registry, established in 2016 was 
developed to monitor and report on quality-of-care information on patients diagnosed with oesophagus, 
stomach, liver, biliary system and pancreas cancer. 

It also already collected data with the assistance of its auditor team on pancreatic cancer resectability 
documentation in the patient’s medical record at diagnosis, at pancreatic surgical sites nationally. This 
included the two pilot sites, Alfred Health and Austin Health. 

Most importantly, the registry also collected data in REDCap. 

The Project Team along with the participating clinicians, recognised that the collection of pilot data in 
REDCap and its subsequent storage in the registry, would allow a central collection point, ensuring 
standardisation of data collected, and at the same time add value to the registry by providing reliable 
pancreatic cancer resectability data for future research and analysis, which is often reliant on the use of 
retrospective data. Additionally, rather than simply building a tool to correctly classify pancreatic cancer 
resectability, developing a platform to collect and analyse data derived from the tool would allow an 
understanding of the distribution of pancreatic cancer resectability stages across participating sites 
representing an invaluable tool to monitor variation in care in real time. 

It was agreed at the start of the pilot, that the CT imaging data from the radiological synoptic reports 
would be collected and stored separately from the main registry, in a dedicated REDCap sub-project 
database. A process would also be put in place to ensure that existing patient UGICR invitation 
processes would need to be completed before any patient data would be sent and combined with the 
main registry data at any stage. 

Finally, it was decided, that as the UGICR auditors already collected resectability data from the medical 
record, for the few synoptic reports that would be entered into RIS for the internal CT scans taken at 
Alfred Health, these would also be re-entered into REDCap at a later date. This would ensure a central 
data depository was maintained for all synoptic reports as part of the study. It is important to note that 
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this small group of reports was cross checked, as part of the data collection process to ensure accuracy 
of data translation between systems. 

The Project Team in partnership with the UGICR submitted a detailed ethics submission allowing full site 
approval for the two pilot sites.  

The diagram below illustrates data flows at both sites. 

 

Using the synoptic report at MDM, and documenting the resectability status in the patient’s 

medical record 

Once the Project Team developed the template report and established the two housing options for the 

tool: namely the local RIS system, and the UGICR registry’s REDCap, its next challenge was to ensure 

that the resectability status arrived at in the radiological synoptic report was recorded in the MDM summary 

note, and then saved to the patient’s medical record at both health services. 

It was known that (MDMs) are considered best-practice for discussing the results of diagnostic tests and 

planning the subsequent treatment and management of patients with pancreatic cancer.  

It was also routine for patients with suspected pancreatic cancer to have an abdominal CT scan as part 

of their diagnostic imaging investigations. These would have been reviewed by a radiologist prior to 

presentation at an MDM.  

But the review of CT scans, up until the study commenced did not follow agreed standardised criteria, 

and radiologists did not use synoptic or structured reporting to describe the anatomy of the disease. This 

meant that the classification of resectability was variable and not well documented. 

If a patient’s CT scan was completed internally (same health service as the MDM) a radiologist reviewed 

the images and produced a written radiological report before presenting the findings at the MDM. This 

was completed directly in the RIS.  

However, if the patient’s CT scan was performed externally, a commonly found occurrence, then the 

MDM radiologist reviewed the images prior to the MDM but provided a verbal report of their findings, 

which may have been noted in the MDM record but was often inconsistent across MDM meetings at 

different sites, with the task of documentation generally falling to a junior registrar scribe. 

Furthermore, the two pilot sites had their own unique MDM documentation systems and processes. 

Registrars, responsible for recording MDM outcomes, also had regular rotation rounds. 

It is important to note that the radiological data collected in the synoptic report only contributes to 

determining the anatomical resectability status.  

It is this status that was recorded as part of the pilot study.  
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It must be noted that the biological and conditional clinical information also needs to be determined to 

arrive at the overall resectability status of a patient, enabling the multidisciplinary team (MDT) to 

develop a treatment plan. 

To ensure consistent documentation of the anatomical radiological resectability status at pilot sites, 

registrars assigned as scribes in both MDMs were given specific instructions on how to document this in 

the MDM summary. 

At Alfred Health: HPB MDM outcomes were documented in free text using a standard phrase, in a basic 

Microsoft Access database. The registrar was instructed to use the following statement to document the 

status. ‘This patient’s scan was assessed using the radiological synoptic report, and using that definition 

is classified as <insert status>’. Please refer to the image below. 

 

At Austin Health:  HPB MDM utilised a dedicated MDM software platform (CANMAP), where a labelled 

dropdown field to record findings was added to document a management plan. 

The dropdown contained the five resectability status options as per the adopted International Guidelines 

2017, plus an option to note the actual image quality. If an image did not allow accurate assessment, it 

was recorded as ‘Inadequate imaging – unable to classify’.  Please refer to the image below. 

 

As a copy of the MDM discussion outcome is already routinely uploaded to the medical record at each 

site, this mechanism was utilised to ensure the radiological resectability status would be included in the 

patient’s medical record. 
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Saving a copy of the completed synoptic report to the patient medical record 

The radiological synoptic report, when generated for internal scans, was reported in RIS, and was 

automatically linked to the patient medical record. 

But most of the pilot synoptic reports were completed in REDCap, which was not automatically linked to 

the health service medical record.  

The transfer of the completed synoptic report from a separate REDCap platform, in this instance hosted 

by the UGICR, required significant exploration at both health services, and although a relatively simple IT 

solution acting as a ‘bridge’ between the REDCap environment and health service medical record was 

possible to develop, this was outside the scope of the project due to budgetary constraints. We therefore 

concentrated on manual transfer options. 

The synoptic report, once completed by a radiologist allowed them to save it in a PDF format in the 

REDCap environment. The document was then saved to the radiologist’s desktop and uploaded to the 

medical record by emailing it directly to the hospital Health Information Systems (HIS) Team in the case 

of the Austin site. A simple one step process, however still requiring the radiologist to take on an 

administrative task. It also required the HIS team to save the document directly to the patient’s medical 

record. 

In the case of Alfred Hospital, the document was similarly saved to the radiologist’s desktop, however 

here the radiologist had to complete several administrative steps, that would enable them to save the 

document to an agreed folder, directly in the medical record. This was far more cumbersome as an 

administrative process but proved the only manual way of saving the PDF of the synoptic report. Having 

consulted the radiologists at the site, we agreed to go ahead and apply this method. It is important to 

note that this practice is unsustainable in the long term and will need to be refined and automated in 

future iterations of the roll out to ensure consistent and independent upload of the radiology report. 

As part of imbedding the practice, both pilot site radiology teams were also provided with individual 

training sessions and detailed manuals for completion of the synoptic reports, together with the process 

for report download and transfer to the medical record.  

It is crucial to note that only patients registered with the health service, who had their Unit record 

(UR) numbers allocated at the time of MDM had their synoptic reports, and their MDM summaries 

saved to their local medical record. 

This is because patients had to be registered to have a medical record created at the health service. 

Some patients listed for discussion at MDM were not registered prior to their case being presented. This 

meant that neither their MDM outcome summary nor a copy of their radiology synoptic report was able to 

be saved to the patient medical record. (as no patient medical record existed for that patient). 

A distinction also had to be made between partially completed and fully completed radiological synoptic 

reports.  

The variable quality of externally acquired images had necessitated the refining of the synoptic template 

to capture the limiting factors associated with sub-standard pancreatic protocol imaging.  (Please refer to 

the CT scan quality assessment image on p15) 

A partial report was completed when poor-quality imaging was presented for radiological synoptic 

assessment of suspected pancreatic cancer, in these cases resectability status was not determined. 

A full synoptic report was completed when the CT imaging presented for review was of an appropriate 

quality (ideally a pancreatic protocol CT – PPCT) to clearly determine the tumour mass characteristics, 

the extent of arterial and venous involvement, and the absence or presence of aberrant vessels. 

Pilot Data Collection 

Data for this study was collected electronically directly through the REDCap synoptic report template 

located at the UGICR, for external scans at both sites, as well as for internal scans at the Austin Health 

site.  

Data for internal scans at the Alfred was collected directly through RIS. 
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As REDCap is a database, field data was easily downloadable into an Excel spreadsheet. 

A separate Administrative Database tool was also created in the REDCap database to allow the Project 

Team to track and check the progress of entries of resectability status in MDM summaries at pilot sites, 

and that those summaries were subsequently saved in the medical record. 

Similarly, the download of completed synoptic reports and subsequent saving of these to the patient’s 

medical record was checked and tracked using this mechanism 

For CT reports entered directly into the hospital RIS at Alfred Health, a project team member reviewed 

the completed report located in the medical record and then proceeded to manually enter a copy of the 

data into REDCap. This RIS data entry would be double checked by another team member. 

The manual data entry of synoptic reports from RIS into REDCap represented 16% of total reports. 

However, this process allowed us to keep all pilot data in one single central location. 

Program of work 

Measurables 

To monitor the uptake and measure the relative success of implementing a radiological synoptic 

reporting tool in a clinical setting, four discrete project measures were determined. 

1. A radiological resectability synoptic report was completed. 

2. The resectability status was able to be determined. 

3. The resectability status was documented in the MDM outcome summary and uploaded to 

the patient’s electronic medical record (EMR). 

4. The radiological resectability synoptic report was uploaded to EMR. 

Project measure 1 describes a report that was completed. The radiological synoptic report is counted as 

completed either as a full synoptic report or a partial report. 

Project measure 2 describes whether the radiologist was able to arrive at an anatomical resectability 

status based on the CT images presented for review. Noting that if the abdominal CT imaging is of poor 

quality, it is not always possible to clearly define the extent of the tumour involvement and/or the overall 

spread of disease. 

Project measures 3 and 4 could only be determined for patients who were registered at the health 

service conducting the MDM. The importance of having the resectability status and a copy of the 

synoptic report available on the patient medical record for the wider treatment team to access is also 

highlighted in these measures. 
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Pilot Results 

Project measure 1 | Radiology report completed 

A total of 95 radiological synoptic reports were completed by radiologists at the two pilot sites 
during the 12-month pilot. The following diagram illustrates how the reports were collected by each 
health service. 

 

Overall, 83% of synoptic reports completed as part of the pilot, were fully completed reports. 

It is worth noting that the number of partial reports completed at both hospitals represents a similar 

percentage at both sites. Please refer to the charts below. 

  

 

 

Project measure 2 | Resectability status determined 

As mentioned earlier in this report, a resectability status for a patient can only be determined from 

appropriate quality imaging.  

Overall, (83%) of CTs presented for MDM review as part of the pilot study, were fully completed 

reports of an appropriate quality to support resectability assessment. 
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By comparison at the hospital level, at the Alfred, (81%) of reports were fully completed and had their 
resectability status determined, this figure rose slightly to (83%) at the Austin. Please refer to the charts 

below.  

 

  

Project measure 3 | Resectability status documented in the MDM summary and uploaded to the 

electronic medical record (EMR) 

This measure tracks the documentation of the anatomical resectability status presented by the 

radiologist during the MDM discussion, in the patient’s medical record. 

Overall, (80%) of patients eligible for inclusion in this measure (*i.e., registered and having a UR 

number) had a record of their resectability status documented in their MDM summary and uploaded to 

the medical record. 

The proportion of patients with a resectability record that were uploaded to their electronic medical 

record was similar between the two pilot sites.  

Austin Health performed slightly better on this indicator, achieving (81%) compared to the Alfred’s rate of 

(78%), possibly demonstrating the ease of recording the status using a drop-down and the availability of 

dedicated administrative staff to upload the MDM summary to the EMR.  
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Project measure 3 flowcharts - defining the cohort and the resultant measure (by health service) 

 
*Patients must be registered at a health service and have a UR number at MDM to have documents uploaded to the medical record. 

 
*Patients must be registered at a health service and have a UR number at MDM to have documents uploaded to the medical record. 
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Project measure 4 | Radiology report uploaded to the electronic medical record (EMR) 

This final measure tracks the upload of the actual synoptic radiology report (both fully and partially 
completed) to the patient’s medical record. 

Again, patients eligible for inclusion in this measure were those *registered at the health service.  

Overall, (82%) of registered patients in the pilot project had a copy of their radiology synoptic 
report uploaded and available for view on the hospital EMR.  

The Alfred Hospital recorded a higher proportion (93%) of radiology reports uploaded to the EMR. 

Just under half of the radiology reports documented at the site were completed on RIS and this likely 
explains the better performance due to the reduced administrative burden of transmitting these reports to 
EMR.  

In comparison, the Austin Hospital managed (71%) of radiology reports uploaded to the EMR.  

Project measure 4 flowcharts - defining the cohort and the resultant measure (by health service) 

 
*only registered patients have a HS medical record and can have documents uploaded to EMR 

 
*Patients must be registered at a health service and have a UR number at MDM to have documents uploaded to the medical record. 
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Key lessons learned 

Enablers 

1. The commitment of the radiologists and surgeons who contributed their time and knowledge to 

the overall project, championing the new radiological reporting tool with their teams at the two pilot 

sites, and at their respective HPB MDM meetings. 

2. The engagement of the Directors of Radiology Departments at the two pilot sites, and key MDM 

clinicians ensured ongoing clinical support for the project. 

3. The in-kind support of the UGICR in completing the ethics requirements and creating the clinical 

synoptic reporting tool in REDCap that was used in the pilot project.  

4. The pre-existing UGICR ethics approval to collect pancreatic cancer data across pancreatic surgery 

sites across Victoria.  

5. Choosing REDCap as a platform to build the synoptic report and its subsequent compatibility as 

the data entry mechanism for pancreatic data collection in the UGI registry. 

6. A Project Team combining two strong and distinct skills sets: clinical and health service technical 
knowledge, and project management and leadership to successfully steer the project to completion. 

Challenges 

1. Identifying a suitable reporting and documenting process to be used for both internally and 

externally acquired CT scans given there was no pre-existing mechanism to document the findings 

for external scans.  

2. Implementing a workflow that crosses both internal and external hospital reporting environments and 

acknowledges existing sensitivities and previously unspecified re-reporting concerns.  

3. Transferring the clear visual design of the REDCap synoptic reporting template into RIS hospital 

software.  

4. Implementing a workflow in existing MDMs that have had minimal or no investment 

in administrative assistance and meeting management infrastructure.  

5. Understanding the complexities of hospital IT (Information Technology) 

systems, firewalls, and the compatibility of REDCap in these secure environments.  

6. Regular periodic rotations of junior medical registrars, and the issues this presents with limited 

opportunity for a comprehensive handover of unit specific information. The MDM workflow for the 

pilot needed to be one step ahead of the incoming junior medical registrar whose role is to scribe and 

manage the EMR documentation process of MDM outcomes.  
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Lessons learned 

1. Separate reporting and documenting solutions are required to cover both internally and 

externally acquired CTs. A substantial proportion of the CTs presented during the pilot study came 

from external sources, which did not have an established reporting mechanism as they were 

traditionally discussed verbally with minimal written documentation. 

2. The quality of CT imaging presented for MDM review varied. Poor quality imaging affects the ability 

to clearly define disease and hinders the assessment of pancreatic resectability.  

 

3. 59% of CT scans presented for MDM review were from external radiology providers and presented 

issues regarding re review and documentation of findings for MDM radiologists.  

4. Determining the quality of the imaging is an important first step in the 

radiologist’s resectability assessment process.  

5. 17% of the imaging presented for review was of inadequate quality for the radiologist to 

perform any resectability assessment. In 25% of cases, the radiologist was able to continue with 

a substandard CT image and provide an assessment, 16% of these were of poor quality and 9% 

were clearly metastatic, so no further assessment was required.  See graph below 

 

Overall adequacy of imaging 
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6. The synoptic report could be seen as a useful handover document for patients to take when seeking 

a second surgical opinion.  

7. There is a need for an appropriate timeframe to allow radiologists to review their scans prior to 

MDM. This means the preparation of agendas for meetings must follow a process that allows timely 

review of CTs in time for the MDM meeting, with at least 24 hours between publication of a final 

agenda and the actual meeting. Variation in MDM HS processes are highlighted below. 

 

8.  The synoptic reporting process supported radiologists, in that it provided a structured and robust 

way of assessing resectability for pancreatic cancer.  

For a full list of lessons learned please refer also to Appendix E. Other Project learnings 

 

 

 

 

 

 

Report completed: Alfred Health Austin Health Overall 

Before MDM 26 (81%) 37 (59%) 63 (66%) 

After MDM 6 (19%) 26 (41%) 32 (34%) 

Total: 32 63 95 

21% of EXTERNAL 
CTs were inadequate 
and not able to be 
used 
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Outputs and Outcomes 

Project Outputs 

1. Agreement of common definition for resectability and adoption of the universally accepted 

“International consensus on definition and criteria of borderline resectable pancreatic ductal 

adenocarcinoma 2017.” 

2. Development of a new synoptic radiological reporting tool that can be applied to CT scans presented 

for MDM review that are sourced both internally and externally.  

3. Completion of a pilot testing the tool above at two HPB MDMs in two health services. 

4. The radiological reporting template was tested and applied to 95 patients, completing a pilot phase 

for the tool, enabling possibility of further adoption in key pancreatic centres in Victoria. 

Current Outcomes 

1. Radiologists adopted the use of a new standardised radiological synoptic report in two health 

services to assess CT scans for MDM review.  

2. Patients at Alfred Health and Austin Health have their pancreatic cancer resectability defined using a 

common definition of resectability, reducing variation in treatment planning and care. 

Possible Future Outcomes  

1. Patients are appropriately and consistently managed across the state, reducing variation across 

public health services if widely implemented. 

2. Improve pancreas cancer patient outcomes within the SMICS and NEMICS region.  

3. Result in fewer unnecessary surgeries being performed with agreed, evidence-based criteria to guide 

assessment of surgical potential.  

4. Provide a further level of detail to be added to the data captured by the Upper Gastrointestinal 

Cancer Registry (UGICR), with more accurate and granular reporting of disease staging and 

resectability status in patients with non-metastatic PDAC.  

5. Enable comparative analysis of studies involving surgery and systemic therapies for pancreatic 

ductal adenocarcinoma (PDAC) and assist in the interpretation of future clinical trials.  

6. Improve surgical confidence in resectability information provided at MDM, allowing guided clinical 

decision making in the management of patients with non-metastatic PDAC.  

7. Result in Victorian health services having a single standard statewide definition for resectability in 

pancreatic cancer management, ultimately improving outcomes for all pancreatic cancer patients 

seeking care in the state of Victoria.  

8. Support clinicians in identifying unresectable disease in patients with advanced cancer and help to 

facilitate timely referral to palliative care.  

9. Broaden scope of treatment options for patients through improved assessment of disease staging. 

 

Future Sustainability 

The Victorian Integrated Cancer Services will be working with individual health services to agree 

processes to ensure sustainable use of the new synoptic report. The project will be tabled at the 

upcoming repeat Pancreatic Cancer Summit to be held in March 2022.   
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Recommendations 
1. The new pancreatic cancer radiological synoptic report offers a quick, consistent, and 

accurate way of classifying and documenting anatomical resectability in pancreatic 
patients. Post pilot clinician feedback confirms it is a valuable and useful tool for 
radiological assessment and surgical decision-making. It is recommended this report be 
implemented in all Victorian HPB MDMs that perform treatment planning for pancreatic 
cancer patients. 

 

2. As synoptic reporting of pancreas CTs is a specialised skill, it should be carried out 
by experienced radiologists who review a high volume of pancreatic cancer 
imaging. It is recommended that the synoptic reporting tool be made available 
specifically to HPB MDMs responsible for treatment planning of pancreatic cancer 
patients. 

 

3. Data from the new radiological synoptic report should be centrally collected and 
housed in REDCap (Research Electronic Data Capture) using the existing UGICR 
(UGI Cancer Registry) database to support statewide outcome monitoring to 
reduce variation in care, until such a time as the Victorian Cancer Registry (VCR) 
can perform this function. 

 

4. Reporting of internally generated CTs should be completed on a RIS template, 
where available, to ensure the report is directly uploaded to the health service 
EMR. 

 

5. Reviews of externally generated CTs for MDM will require a separate housing 
platform as these reports are currently not stored in RIS. 

 

6. Patients should be registered with the Health Service prior to MDM discussion to 
enable upload of all clinical documents, such as synoptic reports and MDM 
summaries to the EMR. 

 

7. MDM reviews of externally generated CTs that are documented using the new 
synoptic report, should be uploaded to the medical record with the MDM summary 
documentation. 

 

8. Clear guidelines are needed to support radiologists when issuing a review report for 
MDM treatment planning purposes on a CT scan that was requested by, and 
completed for, another provider. 

 

9. To allow completion of the synoptic report, specialist radiologists should be given 
sufficient notice prior to the MDM to review pancreatic CT imaging. 

 

10. RANZCR (Royal Australian and New Zealand College of Radiology) endorsement 
of the pancreatic resectability synoptic report template should be pursued. 

 

11. A wider roll out of synoptic reporting using the REDCap platform would require 
individual assessment of hospital IT capabilities to fully implement, as not all HS 
have uniform IT capabilities to allow direct send and upload of REDCap reports to 
EMR. 

 

12. Any further expansion of the pancreatic resectability synoptic reporting project 

should be managed with a central oversight model and with the use of previously 

developed tools to ensure consistency  
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Appendices 

A. Governance Meetings and Updates 

Pancreatic Resectability Project Steering Group 

Membership List 

Pancreatic Resectability Project Working Group 

Membership List 

CHARLES PILGRIM (Chair), Surgeon, Alfred 

ANDREW HAYDON (Deputy Chair), Medical Oncologist, 
Alfred 

KAREN BOTTING DH 

COLIN HORNBY DH 

MARK GOODWIN Radiologist, Austin 

ADRIAN FOX Surgeon, Box Hill & St Vincent’s 

ADINA BORSARU Radiologist, Monash 

SELEENA SHERWELL SMICS 

KATHERINE SIMONS NEMICS 

ANNA MACIEJEWSKA SMICS      

NADIA AYRES NEMICS 

CHARLES PILGRIM (Chair) Surgeon, Alfred 

ANDREW HAYDON (Deputy Chair) Medical Oncologist, 
Alfred 

MARK GOODWIN Radiologist, Austin 

SAMANTHA ELLIS Radiologist, Alfred 

PHILLIP TRAN RADIOLOGIST, Western 

ADRIAN FOX Surgeon, Box Hill & St Vincent’s 

JULIAN CHOI Surgeon, Western 

JOHN ZALCBERG Oncologist, UGI Registry, AGITG 

TOM SUTHERLAND Radiologist, St Vincent’s ARGANZ 

HYUN KO Radiologist, Peter Mac 

MEHRDAD NIKFARJAM Surgeon, Austin/Epworth 

DAN CROAGH Surgeon, Monash 

SWEET PING NG Radiation Oncologist, Austin 

PAUL RILEY Radiologist, CMC, Goulburn Valley Service & 
Ballarat Health Service 

ANNA MACIEJEWSKA SMICS 

NADIA AYRES NEMICS 

History of meetings held History of meetings held 

November 2019 July 2020 

February 2020 June 2021 

April 2020 December 2021 

February 2020 April 2020 

March 2020 May 2020 

History of formal updates Other | project team meetings 

1 Oct 2020 written update in relation to pilot 
commencement 

Dec 2020 pilot progress update 

Mar 2021 Pilot progress first quarter data update 

30 Sept 2021 Options Paper presentation 

A total of 8 project team meetings, which included 
attendance by Project Chair, Deputy Chair, and/or Pilot 
Leads and Project Team from September 2019 to 
December 2021. 

The Project Team worked in partnership with the UGICR team to conduct the pilot project and develop the 
synoptic report master template 

JOHN ZALCBERG Head, Cancer Research Program, Public Health and Preventive Medicine, Monash Health 

JENNIFER HOLLAND Registry Coordinator 

MADDY QUINN Project Officer 

GERSHI SAMARASEKARA Project Officer 

ELYSIA GREENHILL Program Manager 

BENJAMIN BROWN Data Manager 
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B. Synoptic Report 

a) Full Synoptic report as it appears in REDCap  
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b) Synoptic Report as it appears in the local RIS at Alfred Health  
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C. Post Pilot clinician survey feedback received 

Survey questions for Radiologists 

Questions Responses 

What was the standout benefit of 
using this new synoptic report tool?   

▪ improved consistency of staging  
▪ the ease, reduces likelihood of making error/leaving out info   
▪ standardised definitions and nomenclature so no confusion 
▪ regarding proposed staging for each patient. If a radiologist 

doesn't remember the specific details/categories regarding 
vascular involvement, it is described in the template. 

▪ quicker and more concise report.     

Does your local health service 
MDM process allow you to 
complete the report prior to the 
MDM?   

▪ Rostering issues. Very late downloads of external images. 

How would you rate the complexity 
of saving the REDCap generated 
synoptic report to your local health 
service medical record? 

▪ not particularly streamlined. Many steps involved but the 
challenges are likely to be different between various health 
services   

Do you have any other comments 
in relation to this project? 

▪ The inbuilt logic to assist in determining resectability is a 
fantastic addition and I believe will be particularly useful when 
the template extends to other health services where the 
radiologists may not see many pancreatic cancers per annum. 
This will hopefully assist in more accurate staging thereby 
improving patient's treatment options and outcomes.   

 

Survey questions for MDM clinicians 

Questions Responses 

Please rate usefulness of synoptic 
report. 

▪ very useful. Templated systematic way of describing evaluation. 
Ensures we don't just assume it has 'been looked at and is not 
a concern', when actually it hasn't been reviewed in detail. (S)  

▪ Useful. A summary/overview sentence along with the synoptic 
report would be useful. It is a bit painful to read the synoptic 
report line by line without a global understanding of the key 
findings at the outset e.g. 25mm mass in HOP with venous 
abutment but no arterial involvement (S)  

Following MDM, the actual synoptic 
report is uploaded to EMR. Did you 
refer to the document following 
MDM? 

▪ Always look at the scan reports of my patients (MO)  
▪ Information in relation to management of pancreatic patients 

(RO)    
▪ Always reviewed prior to clinic and operations if came to that. 

Another set of eyes to identify aberrant arterial anatomy that is 
not always reported in the usual report is useful (S)   

▪ Refresh memory of findings when seeing the patient in clinic (S)    
▪ Check resectability and explain strategies to patients (S)    
▪ No need as I attend MDM (S)    
▪ to check results prior to patient outpatient consultation and 

discussions regarding surgery and surgical risks (S)   
▪ To plan what treatment intent the patient will have (MO)  
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Survey questions for MDM clinicians 

Questions Responses 

The resectability status is 
documented in the MDM outcome 
summary. Have you referred to the 
resectability status found in the 
record following the MDM?  

▪ Rx and Mx intent (RO)    
▪ Anatomical/radiological resectability does not take into account 

biochemistry etc. Both are required. (S)    
▪ Refresh memory of plan prior to seeing patient (S)    
▪ Outpatient review of the patient (S)    
▪ to review MDM findings for patients during outpatient 

consultations (S)   

Do you have any other comments 
in relation to this project? 

▪ Great MDM (RO)   
▪ For Alfred scanned patients we use a template in the RIS which 

is then manually retrieved and placed on Redcap. Requires 2 
steps. The layout of the RIS generated template is difficult to 
read. Needs work (R)   

▪ Enjoyed seeing the development. Hope it continues (S)  
▪ Well done. Great initiative to improve consistency in reporting 

and (hopefully) reduce variability in treatment decisions (S)    
▪ REDCap tool is very quick and easy to use (R)    
▪ I think it's an excellent initiative (S)    
▪ Nice project. Making us aware that many patients don't have 

adequate imaging and documentation of resectability status (S)    
▪ Excellent project to standardize reporting. Helps with decisions 

and in particular audit / research. (S)    
▪ Has been very useful for improving surgical planning and 

patient care (S)   

S = surgeon      R = radiologist      MO = medical oncologist      RO = radiation oncologist 

D. Communication and Engagement 

Four newsletter issues were produced as part of the 

project and distributed to more than 90 stakeholders in 

the pancreatic community in the state. 

A dedicated training manual for use of the synoptic report 

in REDCap was developed for radiologists and surgeons. 
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E. Other Project learnings 

Other learnings from pancreatic resectability project 

1. Preliminary data shows that the rate of Borderline Resectable disease identified at MDM prior to 
the introduction of the synoptic report was in the order of 8% increasing to 14%, with the use of 
the new synoptic tool. 

2. Dedicated MDM software with standard dropdown menus supports consistent recording of 
resectability, otherwise documentation is variable. 

3. An automated process for transferring the report PDF from REDCap to HS EMR is needed to 
ensure the report is consistently uploaded. 

4. Variability exists in the functionality/capability of RIS platforms across health services in the 
state (not all systems allow addition of custom templates). 

5. MDM documentation needs to clearly distinguish between the anatomical resectability status 
versus the overall status (the anatomical resectability is the ‘A’ in the overall status description of 
ABC - anatomical, biological, conditional). 

6. A quality handover between registrars performing the scribe roll in MDMs is imperative in 
ensuring documentation of resectability remains consistent. The process also needs to be 
championed by the Chair of the MDM. 

7. Having a visible copy of the International Guidelines criteria available to the radiologist when 
completing the report was noted as helpful by participating clinicians. 

8. RIS data is generally not download-able. Data needs to be re-entered into REDCap to support 
central storage of data. This represents a small percentage of cases. 

9. RIS does not support a background logic calculation function. 

10. RIS synoptic reports may not print to a visually appealing layout. This can make 
reading/interpreting the results difficult. 

11. HS run various versions of REDCap and therefore functionality can vary between HS.  Some 
versions of REDCap allow direct email of a PDF of a completed report to Health Information 
Services (HIS).  

12. The International Guidelines contain some ‘grey’ areas which makes designing a stable 
background logic calculation more complex. 

13. Sending patient data off site from a health service to a secure database requires ethics 
approval. The rules governing transmitting data vary by individual HS. 

14. Most key HS in Victoria with HPB MDMs have local REDCap databases and already contribute 
pancreatic cancer data to the UGICR (ethics approvals are in place, data is collected by UGICR 
auditors) 

15. If patients are not registered prior to listing on an MDM agenda the likelihood of uploading the 
MDM summary and actual synoptic report diminish with time. 

16. If imaging is poor or substandard, it is important to note this in MDM summaries to monitor the 
overall quality of images presented for review at meetings.  

17. The availability of dedicated administrative staff to support MDM processes varies between HS. 
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Other learnings from pancreatic resectability project 

18. VCR does not currently collect radiology data or resectability status but have indicated they may 
be interested in doing so in the future. In the interim the UGICR are providing this important 
function. 

19. Radiologists reported benefit in having the logic calculation to support decision making. 
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Reviewed Websites 

www.cancervic.org.au/for-health-professionals/optimal-care-pathways  

www.cancer.org.au/about-cancer/types-of-cancer/pancreatic-cancer.html 

www.ugicr.org.au 

www.wehi.edu.au/people/peter-gibbs 

www.gicancer.org.au 

www.arganz.org/ 
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